Extramedullary plasmacytoma is a rare cause of nonobstructive colonic masses, which is often disregarded. Plasmacytoma is a neoplastic proliferation of plasma cells; when systemic involvement occurs, the disease is named multiple myeloma. Extramedullary plasmacytomas comprise 4% of all plasma cell tumours and occur mainly in the upper respiratory tract; gastrointestinal system involvement is rare. In this case we describe a rare cause of gastrointestinal system mass: extramedullary plasmacytoma involving the left colon.
INTRODUCTION
Multiple myeloma (MM) refers to a condition where malignant plasma cells are clonally increased in the bone marrow. It is a hematological, malignant tumor that is especially seen in adulthood, which is characterized by monoclonal gammopathy in the serum and/or urine and widespread osteolytic bone lesions. It constitutes 10% of all hematological malignancies (1) . Multiple myeloma generally involves the bone marrow; however, it may also involve other sites.
The plasma cells are located in tissues (upper respiratory and gastrointestinal system mucosa) and lymphoreticular system organs (bone marrow, lymphatic gland, liver), and plasma cell neoplasms (plasmacytomas) originate from these cells (2) . Plasmacytomas may cause either microscopic involvement or organ deformity and dysfunction (1) . The disease is seen in three different clinical pictures; a) MM, in the presence of a systemic disease, b) extramedullary plasmacytoma (EMP), if there are no systemic signs along with an extramedullary tumor, c) solitary plasmacytoma, if there are no systemic signs along with a tumor localized in the medullary sites (3).
The aim of this case presentation was to report on primary extramedullary plasmacytoma of the colon, one of the various patterns of intra-abdominal extramedullary multiple myeloma that is rarely seen, and to outline its clinical progress and treatment.
CASE PRESENTATION
A fifty-four year old male patient presented to the emergency service of our hospital with complaints of abdominal pain and weakness. He has experienced abdominal pain for the past 4 months, mostly on the left side of the abdomen, with no changes in his intestinal habits, no rectal bleeding and no known health problems. On physical examination, bowel sounds were normal, there was no guarding or rebound tenderness, an approximately 10x5 cm in size mass with regular borders was palpated in the lower left quadrant, the rectal exam and other system examinations were normal. His laboratory results revealed hemoglobin 9 g/dL, hematocrit 29.9%, thrombocyte 440000/mm chromogranin(-), and the result was reported as "undifferentiated malignant" tumor. No pathologies were identified in the scans for metastases; as for tumor markers, carcinoembryonic antigen and CA-19-9 were normal. The decision was taken to operate on the patient, who was informed on the surgical technique and a written informed consent form was received from him.
The patient was electively operated, the exploration revealed a tumoral mass of 20x20 cm in the left lower quadrant, invading the abdominal wall and involving the small bowel between approximately 60 cm distal to ligament of Treitz and 100 cm to the ileocecal valve, the descending colon and causing a mass in the greater omentum. When the left Toldt fascia was opened, it was determined that the mass penetrated the psoas muscle and filled in the retroperitoneum. Following R0 resection, the small intestine and descending colon were anastomosed. The patient, who developed anastomotic leak, died on the thirty-fifth post-operative day due to sepsis.
According to the pathological examination, the lesion was reported as a submucosal plasma cell myeloma, 19 x 14.5 x 9 cm in size, with involvement of 4 out of 55 lymph nodes and negative surgical margins. The IHC examination results were as follows: CD38(+), CD138 (+), CD3(-), lambda(+), kappa(+), NSE focal(+), Ki67 %2(+), CD99(-), CyclinD1(-), CK20(-), CD20(-), LCA(-), CD5(-), chromogranin(-) (Figure 3-5) .
DISCUSSION
It is not clear how lymphocytes select certain organs or tissues for development a tumor, however, they may be located in anywhere including rare localizations as seen in our case. Extramedullary plasmacytomas are observed in only 3-5% of plasma cell diseases (4). They frequently involve the nasopharynx or upper respiratory tract, colonic plasmacytomas are rare localizations of myelomas with less than 25 cases reported in the literature (5, 6) . Nevertheless, adequate clinical and histopathological data as well as other details are available in only seven of these cases (7) . The cause of plasma cell neoplasms is not clear, however, they are more often in men and are mostly seen in 4 th -7 th decades (4). These rare cases do not have any specific signs; the pain observed in our case is the most frequent non-specific sign, the signs reported in the literature include diarrhea, changes in bowel habits, rectal bleeding, large intestine obstruction and intussusception (5, 6, 8) . However, their clinical course is worse than adenocarcinomas (4).
Radiological imaging of the mass as an incomplete obstruction in the abdominal tomography scan, as in our case, is rare and it is often reported as an obstructive polypoid lesion, however, they may be confused with various diseases (4). The endoscopic biopsy of our case was histologically reported as undifferentiated carcinoma, since the typical concentrations of submucosal monoclonal plasma cells was not observed. As a next step, radiologic and endoscopic systemic screening of plasmacytoma (serum protein electrophoresis, urinary immunoelectrophoresis, immunofixation, bone scan, bone marrow biopsy-aspiration) could not be performed before and after surgery due to death of the patient. Considering that extramedullary plasmacytoma may developed prior to, during and following MM, the present hypercalcemia and 4 metastatic lymphatic nodules may be indicators of MM that would have developed in the follow-up of the disease.
There are no definitive treatment guidelines for colonic EMP, since they are generally operated on a preliminary diagnosis of adenocarcinoma causing an obstructive segment, as in our case. Radiotherapy is considered adequate for local control of the disease, while chemoterapy does not have an impact (4). However, systemic chemotherapy is the first option in EMP cases with bone involvement, or in reducing the size of primary tumors close to vital organs (4, 9) . Surgical treatment with or without radiotherapy is often the preferred method, and enables curative treatment especially in primary colon EMPs (4).
CONCLUSION
Primary colon plasmacytoma is a rare clinical entity that may mimic colon tuberculosis or inflammatory bowel disease. As in our case, it may also mimic a primary colon tumor resulting in colonic obstruction. Therefore, multiple myeloma or its subgroup, EMP, should also be taken into consideration in the preoperative evaluation. The attention of the surgeon as well as the radiologist and pathologist would contribute significantly to the diagnosis and treatment planning in the pre-operative period. 
